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Following a brief review of the behavioral health needs and service use patterns of Hispanics in the United States, we offer recommendations for the culturally competent treatment of Latinas(os). Whereas the DHHS (1999, 2000, 2001) has offered cultural competence standards and guidelines for working with Hispanics, this discussion builds upon previous work by placing cultural concepts in ecological perspective and offering practice recommendations that follow from specific cultural beliefs. Although not exhaustive, this article concretizes approaches to care that stream from a more contextual understanding of Hispanic cultural beliefs. These descriptions and recommendations are meant to familiarize clinicians with an extremely rich and intricate terrain that they will need to investigate in-depth in collaboration with their clients and are not intended for indiscriminate use on all individuals of a specific cultural heritage.
The recommendations derive in part from the qualitative study of a program developed to address poor service utilization and elevated rates of HIV, substance abuse, and incarceration and/or recidivism in a largely Puerto Rican community in Connecticut. The program, called Proyecto Nueva Vida (PNV, New Life Project) was formed through a collaboration among (a) a community health center providing HIV, mental health, case management, and outpatient primary care services; (b) a substance abuse treatment facility providing outreach and substance abuse outpatient treatment services; and (c) a faith-based agency providing vocational rehabilitation services. The partnerships were intended to improve treatment access and continuity of care in a population facing pervasive barriers to health care, including unemployment, lack of medical insurance, poor English fluency, and unfamiliarity with and distrust of the service system. Vignettes of the PNV program are included to illustrate the manner in which culturally competent programming may be used to improve treatment services and outcomes for Hispanics.
Background
Without accounting for the great diversity among groups in factors such as education level, generational status, race, and country of origin, Hispanics as a whole have the lowest per capita income relative to other racial and ethnic groups in the United States (DHHS, 2001 ). Although poverty rates are disproportionately high among Latinas(os) as a group, poverty is not necessarily the result of unemployment (DHHS, 1999) . Hispanics' labor force participation rates are comparable to those of non-Hispanic Whites (U.S. Census Bureau, 1998). Therefore, the differences in income reflect earnings rather than rates of participation in the labor force (DHHS, 1999) . Given these economic hardships, it is not surprising that Hispanic Americans are the ethnic group least likely to have health insurance coverage, and one third lack a regular source of primary health care (DHHS, 1997) . This is alarming, considering that overall rates of mental illness among Hispanics are similar to, or exceed that of, non-Hispanic Whites (DHHS, 2001) .
Reversing the tide of health disparities for U.S. Hispanics will entail redressing socioeconomic barriers to treatment and improving access, engagement, and therapeutic strategies that operate within specific cultural contexts. However, these tasks are more complicated than the homogenizing designations Latino and Hispanic would suggest. These terms are used to categorize a highly diverse group of people who can trace their background or that of their families to 1 of 20 Spanish-speaking nations. These individuals represent diverse nationalities, sociopolitical histories, races, ethnicities, and cultures (U.S. Census Bureau, 2001). In the 1970s, the U.S. government established the use of the term Hispanic to classify all persons of Spanish cultural roots, including all persons of Latin American origin (DHHS, 1999) . However, because the term Hispanic or Hispano signifies Spanish or Spaniard, the term can be offensive to some because it harkens back to a history of Spanish colonialism and does not account for indigenous or African genealogy and cultural influences. Others prefer the term Hispanic, which refers to a common Spanish ancestry, to the term Latino, which speaks to an even older regime (Novas, 1998) . The term Latino is also problematic because it defers to the male nomenclature as it is a male-gendered word, whereas the word Latina refers to a female of the same ethnicity. Hispanic is a gender-neutral word.
Despite the inadequacy of federal and lay classification attempts, Latinas(os) or Hispanics share several key commonalities of culture. This article highlights these commonalities while cautioning providers to attend to the treatment implications of a person's individuality and specific ethnic or national identity. This approach not only is consistent with the manner in which people view themselves and their cohorts (e.g., Mexican American rather than Hispanic), but also acknowledges the unique sociopolitical circumstances underlying settlement in the United States. It is imperative that clinicians inquire about an individual's ethnic identity, generational status, the circumstances surrounding his or her own and family's arrival in the United States, language of preference, and his or her own and family's level of adherence to cultural scripts. This form of inquiry serves to not only clarify information concerning personal history, value systems, and psychosocial stressors, but also demonstrate an appreciation by the provider of the person's sociopolitical context and worldview.
First, a Word About Words
Available literature suggests that treatment of native Spanish speaking Latinas(os) by bilingual providers is preferable (ComasDíaz, 1989) , even for bilingual clients. Despite mastery of a second language, a bilingual client may find that certain sentiments are difficult or impossible to adequately convey in a language other than one's native tongue. This incompatibility may ensue because emotions are anchored to the first language learned as a child (Guttfreund, 1990) , and many words and concepts do not exist or share the same meaning in different languages. Falicov (2001) noted that the English word for privacy does not exist as a noun in Spanish, although the Spanish adjective privado has connotations of secrecy and restriction. In mental health care, in which dialogue is at the core of services, such basic language differences may constitute important barriers to communication.
In recognition of these issues, many behavioral health agencies have employed bilingual interpreters to translate information. However, several authors have raised misgivings about confidentiality, client discomfort, and the potentially negative impact of third parties on the therapeutic alliance (Altarriba & SantiagoRivera, 1994) . In fact, clients in PNV validated these concerns during focus groups, characterizing the use of interpreters in other programs as "no good." Moreover, even with interpreters who are carefully selected and trained, information distortion may occur because of differences in dialect and the challenge of matching a client's words with their intended meaning in another language (Altarriba & Santiago-Rivera, 1994) . Whereas words with concrete referents are easily translated, words that describe abstract concepts (e.g., emotions) are not as readily interpreted (Bond & Lai, 1986; de Groot, 1993; Jin, 1990) . Bilingual providers may also be better able to address issues associated with code switching, or reverting to speaking a second language when describing an upsetting event, ostensibly to acquire psychological distance from threatening emotions. Code switching has been proposed as a treatment method to recognize forms of avoidance and to approach difficult topics (Altarriba & Santiago-Rivera, 1994) .
In individualistic cultures the ability to be direct and assertive is valued, even during tense interactions. In contrast, Latinas(os) favor covert communication to preserve harmony, often using humor, indirect remarks, and proverbs to preserve the listener's sense of dignity (Falicov, 2001) . For example, a Cuban's use of humor often takes the form of exaggerations or satire to deflect anger and smooth over disputes. Emotionally undercharged language may also preface requests to reduce a sense of shame. For example, one might offer a disclaimer, "Me da pena" (I'm embarrassed to ask; Falicov, 2001, p. 317) or introduce a diminutive suffix to neutralize requests, "Haga me un favorcito" (Do me a little favor). Emotionally laden language such as terms of endearment and compliments is also often used to promote social harmony.
Cultural Constructs and Their Application
In this section, six cultural constructs are presented, followed by illustrations of culturally competent programming, cognitive and behavioral implications, and practice recommendations. We recommend exploring the potential relevance of these constructs within the context of the life of each individual presenting for care and caution against using them as stereotypes.
Dignidad y Respeto (Dignity and Respect)
Honra a tus mayores y aprecia a los menores (Honor your elders and appreciate your young).
-Spanish proverb Dignity (honor) and respect refer to a cultural value that underscores a reverence for all forms of life, particularly the intrinsic worth of humanity. Accordingly, irrespective of status or wealth, all people merit respect. Respect is also closely associated with a hierarchy of deference in which elders and parents are at the pinnacle (Zayas & Solari, 1994) . By convention, youth defers to age, children to parents, women to men, employees to employers, lay people to experts, and so forth. However, respeto promotes "equality, empathy, and connection" in every relationship, even within those perceived as hierarchical (Torres, Solberg, & Carlstrom, 2002; p.166) . The tenets of respect are reinforced through the use of proverbs, or dichos, which are moral and life lessons recounted in everyday conversation as well as in the instruction of children (Nava, 2000; Santiago-Rivera, Arredondo, & GallardoCooper, 2002) . A dicho that speaks to the wisdom and life experience of elders is "Mas sabe el Diablo por viejo que por Diablo" (The Devil has more wisdom from being old than being the Devil).
Dignidad y Respeto in Practice
In PNV, language barriers were overcome by offering services and forms in Spanish. In addition, the recruitment and retention of bilingual and bicultural staff served to convey esteem and an agencywide investment in the language and traditions of clients. Bicultural providers also often used dichos in their work in order to remind clients of "las condiciones madres" (conditions of the motherland) or of shared cultural experiences and commonly held truths. Admiration of the richness of Hispanic cultural traditions was also communicated through the observance of traditional holidays (e.g., Three Kings Day) that included the elements of family and community, typical dishes and music, and saying grace before dinner. See Table 1 for a summary of the cognitive and behavioral implications and treatment recommendations related to the cultural construct of dignidad y respeto.
Familismo (Family Values and the Value of Family)
Amor de padre o madre, que lo demás es aire (Love of father and mother, the rest is air).
-Spanish proverb
Familismo is an allocentric cultural value that stresses attachments, reciprocity, and loyalty to family members beyond the boundaries of the nuclear family (Comas-Díaz, 1989; Keefe & Padilla, 1989; La Roche, 2002; La Roche & Turner, 1997; Simoni & Perez, 1995) . Allocentrism is a "cultural value by which people understand themselves through others, emphasizing social relationships and highlighting group goals rather than individual ones" (La Roche, 2002, p. 116) . Traditionally, the bounds of family extend far beyond the nuclear family to include extended relatives and close family friends who are assimilated into the family as godparents, conferring an elevated role in the family system somewhat akin to coparenthood (i.e., compadrazco). Families tend to be emotionally close (Comas-Díaz, 1989 ) and often live together in the same households or neighborhoods and function interdependently. Members of a family may strengthen their bonds by visiting and/or talking daily, celebrating life cycle milestones together (e.g., anniversaries), and proffering financial support and gifts (Comas-Díaz, 1989; Falicov, 2001) .
Familismo in Practice
Histories of immigration, incarceration, and substance abuse often resulted in the alienation of PNV participants from primary family members, leading to several initiatives to integrate family members in treatment. At intake, clients were asked to identify a relative or friend who was supportive of their recovery and might accompany them to appointments. PNV also established biweekly family forums. These were dinner gatherings in which participants and their families attended a presentation concerning topics of general relevance (community resources, etc.). In addition, the program devised a monthly psychoeducational series that centered on providing additional support for the families of individuals in recovery. These initiatives served the multiple functions of restoring important systems of support and increasing community awareness of health promotion strategies and local resources. See Table 2 for a summary of the cognitive and behavioral implications and treatment recommendations related to the cultural construct of familismo.
Personalismo
Dime con quién andas y te diré quién eres (Tell me the company you keep, and I'll tell you who you are).
-Spanish proverb Personalismo refers to a preference for relating on a personal, rather than formal or institutional, level (Comas-Díaz, 1993; Delgado & Humm- Delgado, 1982) . Among the many cultural manifestations of personalismo is the permeability of Hispanic households. Relatives and friends commonly drop by one another's homes unannounced for informal conversation. Another implication for social etiquette involves the form of greetings. The most ubiquitous greeting among women is a quick kiss on the cheek and an embrace; among men, a handshake or a pat on the shoulder or back; and among mixed pairs possibly an embrace or kiss. Irrespective of gender, however, physical touch is used more liberally by Hispanics than Euro-Americans (Comas-Díaz, 1989), and the appropriate conversational distance for Hispanics is much closer Children and parents may continue a profound interdependence into adulthood. Immigration and/or family separation may be linked to behavioral health problems, and failure to send money back to the family may be a disgrace (Falicov, 2001 ). Individuals may avoid or feel guilty about disparaging family in conversation. Professional assistance may be sought as a last resort (after family or clergy). Parents may leave children with grandparents as they establish financial stability in the United States (Falicov, 2001; La Roche, 2002; Sharma & Kerl, 2002) .
If the person is in accord, integrate family members in treatment and attend to the family's troubles (e.g., immigration) if these represent a priority. Elicit family narratives and photos to enhance rapport (La Roche, 2002) . Explore the family's treatment expectations, level of adherence to traditional values, and its support of recovery goals. Frame family problems constructively to temper guilt about disclosure. Attend to the physical environment to communicate respect for the culture (e.g., Hispanic artwork, Spanish reading material, bilingual phone reception). Use formal address before broaching the subject of a person's preferred address (Jaramillo, 1996) . Engage in a measured exploration of problems to safeguard dignity. Avoid asking personal questions prior to establishing trust (confianza). Explore treatment expectations and offer your view of your role in the helping relationship.
than the mainstream convention of Ն 2 feet (Ն0.61 m) apart (Hall, 1969) .
Personalismo in Practice
In accordance with the value of personalismo, the boundaries of formal treatment in PNV were adjusted to accommodate individual needs. For example, when a client's employment as a truck driver prevented him from continuing to attend group therapy regularly, he was invited to drop by for impromptu sessions whenever he was passing through town. In addition, providers generally maintained an open door policy that supported informal dialogue. Prior to group sessions, clients could be observed sitting in their provider's office, with the door ajar, chatting informally. Often these conversations took place while the clients were eating dinners left over from inpatient meal service. A client who was presented with a plate of food without having requested it would later relate that he was impressed with the genuine interest (or lack of indifference) exhibited by program staff. This sentiment was echoed by others who noted that providers "did not work for their check" (No trabajaban por su cheque), but were intrinsically invested in their work. See Table 3 for a summary of the cognitive and behavioral implications and treatment recommendations related to the cultural construct of personalismo.
Machismo
Sucede que me canso de ser hombre (As it turns out, I tire of being a man).
-Pablo Neruda, "Walking Around"
Popular lore and the academic literature describe a largely negative and stereotypic conceptualization of Latino machismo (maleness; Fragoso & Kashubeck, 2000; Torres et al., 2002) , typified by controlling behavior toward women and children, promiscuity, alcohol abuse, stoicism, and aggression (Torres et al., 2002) . However, this represents a pathological extension of masculinity observed across ethnicities and cultures, including among EuroAmerican men, rather than an accurate characterization of a genuine Latino cultural phenomenon (Fragoso & Kashubeck, 2000; Torres et al., 2002) . The roots of machismo trace back to the quixotic idealism and unique code of chivalry that developed in the Iberian peninsula, an ideology extolling the virtues of responsibility to family and community, honor, humility, and hard work (Torres et al., 2002) . The popular dicho "El hombre debe ser feo, fuerte, y formal" (A man should be homely, hardy, and honorable) illustrates this notion. More recently, the dialectical perspective of machismo acknowledges both negative and positive aspects of culturally sanctioned ideas about masculinity and suggests underscoring prosocial values in treatment (Torres et al., 2002) .
Machismo in Practice
A mentorship initiative offered additional systems of support to PNV clients who were in recovery and maintained drug sobriety but remained vulnerable to relapse. Although participation was not circumscribed to men, the initiative helped men undergoing gender role strain regain a sense of purpose, and financial compensation eased some of the tension of limited work opportunities. When existing mentors devised a list of qualities for other potential candidates, the qualities were closely aligned with the concept of chivalry and underscored the virtues of leadership, trustworthiness, charity, courage, and humility and of reciprocating after receiving help. See Table 4 for a summary of the cognitive and behavioral implications and treatment recommendations related to the cultural construct of machismo.
Marianismo
El consejo de la mujer es poco y él que no lo agarra es loco (The advice of a woman is scarce, and he who does not heed it is crazy).
-Spanish proverb
Marianismo, which is rooted in the Roman Catholic reverence for the Mother Mary, refers to the traditional cultural prescriptives assigned to women. Accordingly, unmarried women are expected to remain chaste before marriage, and the onus for remaining virginal and for transmitting religious and cultural traditions to succeeding generations rests with women (Nava, 2000) . With motherhood, women achieve an elevated status of spiritual superiority to men and consequently enjoy a certain amount of power (Comas-Díaz, 1989) . But in keeping with reverence for the Ma- Individuals may place a premium on genuine caring and value money for its ability to enhance the quality of social interactions (Falicov, 2001 ). Individuals may expect providers to share personal information (reciprocate). Individuals may communicate in person rather than over the phone or voicemail. Individuals may make personal inquiries, extend invitations to family parties, and give small presents. Individuals may ask about your choice of a helping profession to gauge caring. Individuals may prefer or expect a close relationship once confianza is formed. Even employers may be regarded as quasi-extended-family (Falicov, 2001 ).
If preferred, use personal styles of communication and place chairs about two ft (0.61 m) apart, but not less than 12 in. (30.48 cm), for proper conversational distance. Greet clients at the door or waiting room and walk them out upon departure. Disclose routine personal information (e.g., marital status) to enhance rapport. Disclose the personal meaning of your work; convey this is "more than a job." Use appropriate touch (e.g., handshake) in greeting or to bid farewell. Introduce clients to new providers when transferring care (e.g., from triage).
donna, mothers are expected to embody the virtues of selflessness and to endure suffering with dignity (Stevens, 1973) . Though collectivist ideals are consistent with the self-sacrifice of all individuals, because women are considered to be more virtuous than men, they are deemed capable of greater sacrifice. This value leads to aspirations of humility and kindness and the transmission of norms (for both genders) to treat others with kindness and display sympathy for others' feelings (i.e., value of simpatía; Triandis, Marin, Lisansky, & Betancourt, 1984) . The pathological extension of marianismo is that a woman may become submissive, or a perception of martyrdom may engender conflict with her U.S.-born children.
Marianismo in Practice
The women's groups were held in a renovated church and conducted in a room that simulated a family room to recreate an at-home feeling. This was designed to combat the stigma associated with seeking substance abuse treatment among Latinas. Recall that Marianismo dictates that women serve as examples of caretaking and self-sacrifice, virtues incompatible with substance abuse. The informal, nonclinical setting was also consonant with culturally sanctioned modes of help seeking (i.e., consulting with family, ministers, or priests). The program also offered transportation and on-site child care in recognition of the women's socioeconomic circumstances. See Table 5 for a summary of the cognitive and behavioral implications and treatment recommendations related to the cultural construct of Marianismo.
Religion and Spirituality
El hombre propone y Dios dispone (Man proposes and God decides).
Faith, rooted in Roman Catholicism, is generally the cornerstone of Hispanic life (Nava, 2000) . The rituals of the indigenous peoples of the Americas and of Africans transported to Hispañola during the slave trade are also evident in the contemporary practices of spiritism and folk healing. In the Hispanic Caribbean, two main forms of spiritism exist: Espiritismo (Mesa Blanca) and Santeria (the worship of saints). Mesa Blanca maintains that life is a spiritual test in which good conduct is rewarded through reincarnation of the spirit to a higher position in the celestial hierarchy (Berthold, 1989) . Santeria maintains that spirits (orishas) are assigned to each individual before birth to serve as guides and protectors in life (Berthold, 1989) . As a whole, spiritists attribute problems to either spiritual or material causes, or stated differently, those requiring spiritual or medical intercession, and turn to indigenous healers (espiritstas or santeros) for aid with problems with spiritual origins, such as torment by malevolent spirits (Berthold, Privately decision making tends to be shared by husband and wife (Mirandé, 1997) , though publicly men may appear to have the final word. Men may believe strongly in their fiscal and moral duties to their family. Men may be judged by their ability to sacrifice for the family (Mirandé, 1997) . Men may hesitate to discuss problems that reveal personal weaknesses. Men may view it improper to discuss sexual matters with female providers. Men may perceive a fatalistic acceptance of problems as courageous. Men may be vigilant over matters of dignity and respect. Changing labor markets may result in limited economic and/or political access for Latinos and a loss of respect in the family (Falicov, 2001; Torres et al., 2002) .
Discuss socioeconomic and/or political disenfranchisement and discrimination and create educational and vocational initiatives in disenfranchised communities. Explore issues related to sex tentatively and after trust has been established. Inquire about a potential preference for a female or male provider. Explore potential sources of gender role strain and acculturative stress and frame gender ideals according to prosocial values (e.g., duty, loyalty, respect). Even small changes in grooming may be clinically relevant because of the cultural prescriptives of femininity (e.g., changes in the use of make-up and earrings). Women may present with difficulties associated with gender role strain. Initially female providers may be more credible as helping agents than men. Women may avoid appointments that conflict with spending time with family. Sex may be an improper or private subject, particularly with male providers. The abuse of substances may cause or exacerbate feelings of worthlessness. Women may view acceptance of problems and/or suffering as obligatory and proper and hesitate to complain about problems or loved ones.
Frame goals in line with personal narratives (e.g., helping a mother to assist her family). Inquire about a potential preference for a woman provider. Explore level of adherence to traditional gender norms. Explore intimate topics tentatively. Inquire about a woman's relationship to her family, particularly her children. Consider socioeconomic concerns when devising operating hours.
1989; Comas-Díaz, 1981) . Although spiritism is practiced by only a small subset of Hispanics, the belief that God is the author of one's destiny is prevalent across the Spanish-speaking world and is evident in widespread references to God's Will (Falicov, 2001 ).
Religion and Spirituality in Practice
Regard for the importance of spirituality was demonstrated in the structure of the PNV program: A faith-based agency, composed of a cooperative of churches, formed one arm of the tripartite project. In addition, community spiritual leaders were invited to join advisory boards and other important decision-making bodies. Through these collaborations, a spiritual component was incorporated into each program event. In addition, events were often housed in the halls of local churches; spiritual leaders took part in the celebrations and performed the dinner invocations. The partnership between the program and local places of worship also facilitated referrals and connected participants with additional sources of support. See Table 6 for a summary of the cognitive and behavioral implications and treatment recommendations related to the cultural construct of religion and spirituality.
Conclusion
Culturally competent practices may have a profound impact on treatment access, adherence, and outcomes. These recommendations are intended to serve as a resource for improving the quality of behavioral health care for Hispanics through the use of approaches that are compatible with commonly held cultural values. Additional research is required to examine the effectiveness of these approaches through the use of clinical trials (S. Sue, 2003) . Whereas considerable evidence supports the importance of cultural competence, as S. Sue (1998) noted, as recently as 10 years ago the authors of two major reviews (Chambless et al., 1996; S. Sue, Zane, & Young, 1994) , failed to identify a single rigorous (controlled treatment outcome) study examining the efficacy of treatment for any ethnic group. The empirical study of culturally competent mental health services for Latinos is currently under way (see Kopelowicz, Zarate, Gonzalez Smith, Mintz, & Liberman, 2003; Telles et al., 1995) , but because of a historical lack of research, recommendations are more grounded in theory than in rigorous empirical study. Nevertheless, compelling evidence for the importance of cultural competence exists and continues to grow. Advocating for more rigorous research, S. Sue (2003) has written that "research can play a critical role, if not before the initiation of policy, then in the evaluation of existing cultural competency practices" (p. 969). We hope that this article promotes additional research evaluating the benefits of culturally competent practices, the formulation of additional guidelines, and the enhanced use of culturally competent practices in addressing the needs of a growing and underserved population. Spirituality or religiosity may serve as an important protective and/or resiliency factor. Individuals may manifest a fatalistic acceptance of God's will. Problems may be viewed as punishments from God or the acts of malignant forces. Dissonance between religious mandates and behavior may be a source of tension. Suicidal ideation, though present, may be denied for fear the devil will overhear and instigate it.
Explore perceptions concerning possible spiritual origins or meanings of difficulties. Explore spiritual and religious belief systems. Among the spiritual, nurture faith as a strength and a valuable coping skill. Form partnerships with local spiritual leaders and indigenous healers. Motivate change within the framework of acceptance of God's will.
